A 34 year-old female without prior relevant medical history presented to our emergency room with a two-day history of neck pain, odynophagia and elevated body temperature up to 38.2°C. Her general practitioner had started the patient on antibiotic treatment with ciprofloxacin and referred her to our emergency department for further diagnostic workup and treatment of suspected meningitis. Initial neurological examination revealed neck rigidity and head pain without further focal neurological signs. Body temperature was 37.7°C, blood analyses revealed a normal leukocyte count (8.900/µl) and normal C-reactive protein (<0.3mg/dl), blood cultures were sterile. Lumbar puncture was without pathological findings (<1 leukocytes/µl, normal levels for glucose, lactate and protein). Cervical magnetic resonance imaging could rule out osseous injury and cervical myelopathy, however a small prevertebral, retropharyngeal fluid collection was visible (Figure 1a-c) . This prompted the diagnosis of acute retropharyngeal calcific tendinitis (RCT). This diagnosis was confirmed by conventional x-ray showing the presence of a characteristic amorphous calcification in the retropharyngeal space anterior to the C1-C2 segments (Figure 1d) . Treatment with i.v. methylprednisolone (250mg) was started and pain was reduced shortly after the first infusion. The patient was discharged on tapered oral methylprednisolone and non-steroidal anti-inflammatory drug (NSAID) treatment. Symptoms resolved completely within a week.
Acute retropharyngeal calcific tendinitis remains an important and probably underdiagnosed differential diagnosis of acute neck rigidity, although specific numbers on the frequency of this condition are not available. It is characterised by acute or subacute onset of severe neck pain (94% according to the current literature), limited range of motion (45%), odynophagia (45%), neck stiffness (42%), dysphagia (27%), sore throat (17%), and neck spasm (11%) and it may mimic more severe causes of neck pain such as meningitis, traumatic injury, cervical myelopathy or retropharyngeal abscess 1 . Computer tomography is considered the optimal test to confirm pathognomonic calcification in the tendon of the longus colli muscle and may also show retropharyngeal fluid collection 2 . However, as in our case, conventional x-ray may be sufficient. Thus, x-ray in combination with magnetic resonance imaging may prevent unnecessary radiation from patients when considering this differential diagnosis. Treatment usually consists of steroids given orally or i.v. steroids and NSAIDs but even without treatment pain frequently resolves within 14 days of onset 3, 4 . Recognition of the pathognomonic imaging appearance of RCT allows for easy diagnosis preventing unnecessary tests and treatment of this rare, benign etiology of non-traumatic nuchal rigidity.
